It has been suggested that the condition associated with disease or injury of the brain in which ability to identify objects is impaired may in certain cases be regarded as a true failure of recognition. Such was the conclusion of Jackson (1876) when he reported a case of 'imperception', of Munk (1877) when he described 'mind blindness' in dogs, of Lissauer (1890) when he distinguished between 'apperceptive' and 'associative' mind blindness, and of Freud (1891) when he proposed the term 'agnosia' for cases having defective 'object-concepts'. Although many authors of the present century (notably Liepmann, 1908; Lange, 1936; Brain, 1941; Hecaen and Ajuriaguerra, 1956) have similarly held that the process of object recognition itself may become disordered, contrary opinions have not been wanting.
Thus, Bay (1950 Bay ( , 1953 has argued that in the majority of published cases intellectual deterioration together with subtle sensory changes can be held responsible for defective identification of objects. This view has found wide acceptance (cf. Critchley, 1953; Teuber, 1955) , although little evidence in its favour was forthcoming from one recent investigation (Ettlinger, 1956) .
It is our purpose to describe a condition resembling visual object agnosia. This report is made for the following reasons: First, the ability of our patient to identify objects by vision, by touch, or by both together, was investigated quantitatively; secondly, his vision was examined with a number of techniques claimed to be relevant to the problem of visual object agnosia; and finally, his intellectual level was assessed by standard psychometric methods.
Case Report Clinical History.-A storekeeper (F.C., N.H. 84776), aged 59, was admitted to the National Hospital, Queen Square, on January 8, 1960, under the care of Dr. Marshall. Five years previously he had had an attack of vertigo and of numbness of the left side of the face and weakness of the right leg. He made a good recovery and stayed well until February, 1959, when His performance with other kinds of visual material was also tested (on January 26, 1960). He made eight errors in 12 attempts when asked to give the names of primary colours (not shades) shown to him. These were not entirely dysphasic errors for he still made three errors in 12 attempts when asked to select the names of the same colours from among four alternatives (including the correct name) given him for each colour. Similarly he made four errors in 12 attempts when required to point to colours to command. Asked to give the colours of common objects, e.g., pillar box, sun, coal, salt, etc., he made only one mistake in 26 attempts (giving blue as the colour of the sun). He was correct in six out of nine attempts to find the colour appropriate to an object, e.g., point to the colour of grass, of a roof, etc.
Tested with 10 outline pictures of common objects (taken from the picture vocabulary test of the TermanMerrill scale) he made nine errors, of which only one was obviously dysphasic. At the same time he was able to discriminate accurately between forms (see section on examination of visual efficiency). Tested with more complex pictures on January 14, 1960, by Professor 0. L. Zangwill, he gave very poor descriptions; however, he accurately indicated specific items on request.
Psychiatric Examination.-Dr. R. T. C. Pratt examined the patient on January 26, 1960, when he was found to be disorientated in time and place. His memory for events in his early life was poor. He was thought to be a little too eager to please the examiner, rather than having any tendency to exaggerate his disabilities.
Examination of Visual Efficiency.-In Fig. 1 Fig. 2 the degree of impairment of brightness discrimination in F.C. The more negative values indicate a greater degree of impairment (higher thresholds). The figures refer to the number of steps (related to 0-25 log. units of light transmission) that the relevant threshold in F.C. is above the upper limit of the 'normal' values. Similarly the figures preceded by the minus sign in Fig. 3 January 20, 1960. threshold (mean of four readings) in F.C. is below the lower limit of the 'normal' values. In Fig. 4 severe as that in F.C.) merely because the 'normal' limits refer to only the middle 80 % of all normal values obtained.
The patient was also tested on January 22 for his ability to match outline shapes, following the procedure used by Brain (1941) to establish the basic adequacy of vision in his case of visual agnosia. For this purpose we used the standardized tests of the Terman-Merrill scale (L) called discrimination of forms, at the four-year level, and pictorial likenesses and differences, at the 41 year level.
The patient made no error in 16 attempts with different shapes. He was also required to match a sample against four alternatives in an unstandardized test of matching irregular forms. There were 10 different sets of irregular forms (each with sample and alternatives) in this test, and he made no mistakes.
Experimental Examination of Object Identification Our patient's faulty identification of objects by vision had been observed immediately on admission, and it had been confirmed during the psychological and psychiatric examinations. Various contributory factors were then investigated. Psychometric testing indicated an adequate level of residual intellectual function despite some deterioration. Visual testing likewise revealed a level of efficiency thought to be sufficient for object perception despite some loss. One problem remained: Was the patient's ability to identify objects by touch genuinely superior to his visual identification? We were able to answer this question as a result of the following investigation.
Twenty-one objects divided into three groups of familiar, less familiar, and unfamiliar objects (Tables II,   III , and IV) were presented to the patient. was not consistent. There were only a few objects that our patient was unable to identify on both of the two attempts under the same test conditions. We found five such objects on visual testing (padlock, rubber, ruler, bottle, and glove). This result might imply a certain degree of consistency in his failure to identify objects by vision. However, five of these 10 errors, relating to three of the five objects, were dysphasic and not perceptual errors, e.g., a ruler was identified as 'in office' and 'a measure' on successive attempts. Similarly there were three objects (padlock, cup, and glasses) that were incorrectly identified by vision and touch together on both attempts. Three of the six errors, relating to two objects, were dysphasic in origin. There was only one object (padlock) that he failed to identify on both attempts by touch alone. Thus there is little if any evidence to suggest that failure of identification was consistently related to certain particular objects.
We have also been unable to find a meaningful relationship in our case between failure of identification and the degree of familiarity with the objects. These were allocated to their groups (familiar, less familiar, and unfamiliar) by agreement between three examiners on the basis of their frequency of usage. There were fewer (rather than more) errors with the unfamiliar objects than with the familiar ones. Finally, we were able to observe (mainly during less systematic investigations than the one we have described) that on rare occasions the patient was unable to identify an object by touch but gave a correct answer when the same object was soon afterwards presented for identification by vision and touch.
Discussion
We are unable to give further information concerning the extent of the brain lesion in our patient. Though the initial attacks were indicative of a brainstem lesion the subsequent history and physical signs indicated that there was a diffuse pathology, presumably ischaemic in nature and due to cerebral atherosclerosis. However, it should be recalled in this connexion that a right homonymous hemianopsia (with only slight macular sparing) was found to be associated with an extensive restriction of the left homonymous fields. This would imply at least bilateral involvement of the visual system.
We must now consider the relative contributions of confusion, of intellectual deterioration, of dysphasia, and of both visual and tactile sensory changes in the origin of the defective object identification.
The confusion, although not severe, was the salient feature of his condition. In itself, the confusion was not unlike that seen by us in many other cases of organic cerebral pathology. (We have, however, never seen a case of confusion with differential involvement of visual and tactile object identification.) The test results indicated that our patient was of above average intelligence before his illness, but his impairment brought him to a level of intellectual functioning (as assessed by these tests) that was about average for his age. Therefore the confusion, but hardly the dementia, may be considered to have contributed to his failures in object identification.
As well as being confused, our patient was dysphasic. The nature of his errors indicated that he was suffering from a mild nominal dysphasia. However, he was able to obey all commands and comprehend fairly complicated material, and his speech was almost normal in casual conversation. It has been suggested by Potzl (1928) that the names of colours may be selectively lost ('colour aphasia') as a manifestation of dysphasia but we know of no suggestion more recent than that of Freund (1889) that the names of objects perceived by vision, but not by touch, may be selectively lost in dysphasia. Moreover we found a significant superiority of tactile object identification, even after all such errors as were thought to be dysphasic in origin had been excluded from the analysis. We may therefore suppose that, while some errors of object naming were related to the nominal dysphasia, the defective visual identification was independent of any dysphasic disability.
The 
